
EDITORIALS

Prevention of Drowning

The Time Is Now

I MAGINE A DISEASE THAT KILLS NEARLY 200 000
children and adolescents around the world each
year, and for which even the most advanced high
tech medical care is nearly ineffective in pre-
venting mortality. Imagine this disease having

a 50% case-fatality ratio. Imagine this disease affecting
children in high-income developed countries as well as
in the developing world. The attention such a disease
would get from the World Health Organization, the Na-
tional Institutes of Health, and others is likely to be great.
Now imagine that we could prevent most of those deaths
with an intervention available now in most communi-
ties in the world.

There is such a disease: drowning. Drowning caused
186 000 deaths of children and adolescents globally in
2002. It is the second most common cause of injury death
for persons aged 0 to 14 years in the United States and is
the leading cause of overall death (not just injury deaths)
in children younger than 15 years in countries such as
China and Bangladesh.

Medical care for the most severely ill submersion pa-
tients has little effect on survival. Many studies have shown
that by time the child with submersion arrives in the emer-
gency department at even our most advanced children’s
hospitals, the die is cast.1-3 Children who arrive with spon-
taneous respiration will generally do well, with nearly all
surviving and most having good neurological out-
comes. In contrast, those arriving with ongoing cardio-
pulmonary resuscitation will very likely die or be left with
substantial neurological sequelae. Intensive care, intra-
cranial pressure monitoring, and other high tech inter-
ventions do little to significantly alter these outcomes.

It is against this setting that the article by Brenner and
colleagues4 in this issue of the Archives must be viewed
and why it is so important. This widely anticipated case-
control study found that formal swimming lessons were
strongly associated with a lower risk of drowning for pre-
school children aged 1 to 4 years. This is the age group
at greatest risk of drowning and for which the idea of
swimming lessons has been most controversial. Until now,
there were no data on the protective effect of swimming
lessons in this age group. There were, however, many con-
cerns that such lessons would not only be ineffective at
this age, but could be harmful.5 Decreasing children’s natu-
ral fear of water and giving parents a false sense compla-
cency when their children are around water were be-
lieved to be substantial adverse effects of swimming
lessons. These theoretical concerns now must be weighed
against the strong association of swimming lessons with
lower risk of drowning among young children.

The Brenner et al study also reports on the potential
protective effect of swimming lessons in older children
and adolescents. The point estimate also indicates a strong
association with lower risk of drowning in this age group,
but the confidence intervals are wide, at least in part be-
cause of the small sample size. I believe that a larger study
to examine the effect in this age group is warranted be-
cause bringing clarity and resolution to this question is
so important in determining policy and potentially pre-
venting death. While all might agree that older children
should learn to swim, strong data on the effectiveness of
an intervention is often necessary for policy change.

The wonderful thing about this intervention is that it is
highly feasible, and feasible pretty much anywhere in the
world without the need for Olympic-sized swimming pools.
Rahman and colleagues in Bangladesh, with help from the
Royal Australian Life Saving Society, have taught a cadre
of individuals from local communities to teach swimming
lessons in their communities.6 Using bamboo barriers to
create safe swimming areas in lakes, ponds, and streams,
they have taught thousands of children in Bangladesh to
swim at a cost of less than $5 per child.

Other interventions to prevent drowning are also im-
portant, such as pool fencing,7 use of personal flotation
devices,8 and supervised swim areas.9 Swimming lessons
should not replace these other strategies nor should they
substitute for adult supervision and vigilance. However,
formal swimming lessons offer an opportunity to make a
real difference in communities around the globe to pre-
vent the sound of happy children splashing in water from
turning into the wail of an ambulance siren or the sound
of a parent crying in grief.
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Alcohol-Branded Merchandise
The Need for Action

P REVENTING EARLY INITIATION OF ALCOHOL USE

is an important public health goal. Alcohol use
causes between 4500 and 5000 deaths per year
among persons younger than 21 years.1,2 The
earlier young people begin drinking, the more

likely they are to experience alcohol-related problems and
addiction later in life. Young people who begin drinking
before age 15 years are substantially more likely to be-
come alcohol dependent than those who initiate at age
18 years or older.3 These early initiators are estimated to
be 7 times more likely to be in a motor vehicle crash after
drinking and at least 10 times more likely to experience
alcohol-related violence at some point in their lives than
those who wait until they are 21 years of age.4

Even after controlling for key proximal factors, lon-
gitudinal studies have found that greater likelihood of
underage drinking is associated with youth exposure to
various forms of alcohol marketing, including televi-
sion beer advertisements5-7 and alcohol advertisements
in magazines,6,7 on billboards,7,8 and other outdoor struc-
tures, such as bus shelters, storefronts, bars, restau-
rants, and liquor stores,8 and on beer displays in retail
outlets and concession stands selling beer at sporting
events.6 Per capita spending on alcohol advertising in in-
dividual media markets is also associated with underage
drinking,7 as is exposure to alcohol use in movies.9

As McClure et al10 report in this issue, several studies
have also found a strong relationship between owner-
ship of alcohol-branded merchandise (ABM) and under-
age drinking. In the first national study of ABM owner-
ship, McClure and colleagues estimate that between 2.1
and 3.1 million adolescents own ABM. Their findings
strengthen the evidence that suggests that there is a causal
relationship between ownership of ABM and initiation
of drinking as well as underage binge drinking.

What then are the policy options? First, overall youth
exposure to alcohol marketing must be reduced. Studies
by the Center on Alcohol Marketing and Youth have esti-
mated that the average television-watching youth aged 12
to 20 years saw more than 300 alcohol advertisements on
television in 2007.11 Even after substantial declines in maga-
zine advertising for alcohol in recent years, youth were still
disproportionately exposed and thus more likely than adults
per capita to see magazine advertising for beer, alcopops,
and distilled spirits in 2006.12 In 2006, more than one-
third of alcohol advertisements aired on the radio during

programming more likely to be heard by youth per capita
than by adults; these advertisements generated more than
half of youth exposure to radio alcohol advertising.13

In 2003, under pressure from the Federal Trade Com-
mission, brewers and distillers strengthened their self-
regulatory codes, moving the ceiling for underage audi-
ences of their advertising from 50% to 30%. Youth
exposure continues at high levels, however, and 20 state
attorneys general14 and the National Research Council
and Institute of Medicine15 have argued that the alcohol
industry’s standard is insufficient and should be low-
ered to 15% of audiences aged 12 years and older.

Second, more effective means must be found for keep-
ing ABM out of the hands of young people. While the dis-
tilled spirits industry’s code states that such merchandise
should not be “intended for use primarily by persons be-
low the legal purchase age,”16 when oversized t-shirts are
widely popular among teenagers, it is difficult to assess
whether or not these articles of clothing are intended for
use by persons below the legal purchase age. The brew-
ers’ code stipulates that such merchandise should be dis-
tributed “only at licensed retail establishments or where
distribution is limited to those over the legal drinking age.”17

From the evidence presented by McClure et al, these self-
regulatory provisions have been insufficient.

Based on research showing that branded merchandis-
ing influenced youth smoking,18 the 1998 Master Settle-
ment Agreement19 between the tobacco companies and state
attorneys general put into place a complete ban on any ap-
parel or other merchandise bearing a tobacco brand name.
There is no equivalent vehicle for such a policy regarding
ABM. However, 8 states already ban distribution of ABM
predicated on product purchase,20 and in most states, at-
torneys general or other state-level policymakers have the
power to enact further restrictions or bans.

At the national level, the Federal Trade Commission
has released a series of reports on alcohol industry self-
regulation.14,21,22 The most recent one gave the industry
high marks for its compliance, but only assessed perfor-
mance at the company, not the brand, level. McClure and
colleagues, in contrast, recognizing that marketing is
brand-specific, report data on ABM ownership by brand.
They hypothesize that cognitive dissonance between ABM
ownership and abstinence from alcohol contributes to
youth drinking. This dissonance is brand-specific, as are
the positive expectations about drinking produced by al-
cohol marketing. Since the various brands produced by
a single alcohol company often target different demo-
graphics, the Federal Trade Commission’s failure to ana-
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